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LACERATIONS 
OF  THE  PERINEUM. 


It  has  long  been  laid  down  as  an  axiom,  and 
has  been  accepted  as  a  self-evident  proposition, 
by  many  obstetricians  of  authority,  that  lacera- 
tions of  the  female  perinaeum  result  from  un- 
skilful management  during  the  passage  of  the 
fcetal  head  through  the  pelvic  outlet.  The 
result  of  my  own  observation  in  the  Royal 
Maternity  Charity  of  London,  and  in  the  British 
Lying-in  Hospital,  during  an  extended  period, 
has  convinced  me  thatlacerations  of  theperinaeum 
more  frequently  result  from  well-meant  efforts 
made  to  assist  nature,  than  from  leaving  nature 
to  herself.    In  the  system  of  "  Obstetric  Medi- 
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CAUSES  OF  LACERATION. 


cine  and  Surgery,"  by  Robert  Barnes  and 
myself,  we  were  careful  to  point  out  that 
"  rupture  of  the  perinseum,  whether  it  occur 
under  spontaneous  or  instrumental  delivery,  is 
not  evidence  of  want  of  skill."  The  great 
Depaul  had  recognised  this  fact,  and  said  in 
one  of  the  last  lectures  which  he  gave  at  the 
Clinique  d'Accouchements  in  Paris  that  he  had 
ceased  to  support  the  perinaeum.  My  own 
observations  lead  me  to  the  following  conclu- 
sions : — (i)  A  certain  number  of  perineal 
lacerations  must  result  from  contraction  of  the 
pelvic  outlet  or  straightness  of  the  sacrum, 
more  especially  in  those  cases  where  the  pelvis 
is  funnel-shaped.  (2)  In  cases  where  the  fcetal 
head  is  abnormally  large  or  when  the  head 
emerges  in  the  occipital  posterior  position.  (3) 
In  all  cases  where  the  perinaeum  is  deficient  in 
its  natural  elastic  tissue. 

The  management  of  many  difficult  cases  of 
labour  has  taught  me,  that  the  support  of  the 
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head  is  the  chief  means  of  diminishing  the  risk 
of  laceration.  The  following  is  a  case  in  point : 
— I  delivered  a  lady  three  times  in  succession 
by  the  aid  of  the  forceps  on  each  occasion, 
holding  the  head  back  during  its  passage  over 
the  perinaeum  so  as  to  secure  gradual  dilatation. 
These  three  deliveries  were  effected  without 
injury  to  the  perinaeum.  At  her  fourth  labour 
the  child  was  born  before  I  arrived,  and  the 
perinaeum  torn  to  the  margin  of  the  anus.  Of 
course  I  do  not  pretend  that  the  bilateral 
incision  of  the  perinaeum  in  some  cases  when 
the  head  is  on  the  perinaeum  may  not  prevent 
laceration.  I  have  frequently  resorted  to  this 
method  with  apparent  success  ;  that  is  to  say, 
the  perinaeum  was  not  lacerated. 

The  consequences  to  the  patient  of  lacerated 
perinaeum  vary  in  gravity  in  proportion  to  the 
amount  of  laceration.  When  the  sphincter-ani 
has  been  torn  through  the  most  obvious  result 
is  loss  of  control  over  the  bowel.    But  this  is 


8     CONSEQUENCES  OF  PERINEAL  LACERATIONS. 


not  all ;  it  must  be  remembered  that  the  whole 
perineal  body  is  absent,  the  pelvic  floor  has 
disappeared,  and  with  it  the  support  obtained 
by  the  triangular  ligament,  and  from  the 
levatori-ani  muscles.  It  naturally  ensues  that 
prolapse  of  the  various  pelvic  organs  which 
depended  on  the  perinaeum  to  maintain  them  in 
their  respective  positions,  slide  down  or  become 
prolapsed.  Thus  ensue  rectocele  or  prolapse 
of  the  rectum  ;  subsidence  of  the  uterus  in 
various  degrees  from  partial  prolapse  to  com- 
plete procidentia  or  falling  outside  the  vulva  ; 
lastly,  cystocele  or  prolapse  of  the  anterior 
vaginal  wall,  bringing  with  it  more  or  less  of 
the  bladder  as  the  prolapse  is  more  or  less 
marked.  All  of  these  conditions  may  arise  even 
when  the  rupture  is  incomplete  and  the  sphincter- 
am  is  intact.  Many  writers  have  stated  that 
when  the  rupture  is  incomplete  little  or  no 
distress  may  follow.  This  may  be  so  in  some 
cases,  but  I  have  seen  all  the  conditions  just 
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mentioned  in  complete  laceration  result  in  cases 
where  the  perinseum  has  been  only  partially 
ruptured.  In  cases  of  incomplete  rupture,  how- 
ever, there  is  an  additional  condition  which 
gives  rise  to  much  suffering  and  discomfort. 
This  is  the  irregular  hard  cicatrix  frequently 
found  just  inside  the  vulva.  This  cause  of 
distress  does  not  seem  to  have  received  the 
attention  it  deserves.  I  have  seen  great  relief 
follow  the  removal  of  this  by  perinaeorrhophy 
in  a  large  number  of  cases. 

Another  result  of  incomplete  rupture  is  loss 
of  the  retentive  capacity  of  the  vagina,  the 
seminal  fluid  escapes  after  coitus  and  sterility 
results.  I  have  seen  cases  where  the  sterility 
disappeared  after  the  repair  of  the  perinseum. 
Where  there  is  prolapse  of  the  uterus  or  retro- 
version a  Hodge  pessary  in  such  cases  frequently 
fails  because  there  is  no  perinaeum  to  support  it. 
It  is  a  matter  of  surprise  to  me  to  find  so  many 
patients  wearing  pessaries  which  do  them  no 
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THE  OLD  METHOD. 


good  with  ruptured  perinaeums.  Before  the 
pessary  can  support  the  uterus  it  must  receive 
its  own  support  from  the  perinaeum 

Central  rupture  of  the  perinaeum  is  extremely- 
rare,  and  results  in  a  fistula  which  may  be 
repaired  by  freshening  the  surfaces  and  uniting 
them  by  silver  sutures.  The  operation  hitherto 
described  in  most  text-books  has  consisted  in 
the  old  plan  adopted  by  Baker  Brown,  of  dis- 
secting away  the  mucous  membrane  of  the 
vagina  and  bringing  the  raw  surfaces  together 
by  sutures.  The  deep  sutures  in  this  operation 
were  fixed  by  round  ivory  bars  one  on  each  side 
of  the  wound  called  quill  sutures.  The  manner 
of  dissecting  away  this  little  piece  of  mucous 
membrane  has  been  modified  by  various  opera- 
tors, and  each  operation  has  appeared  as  a 
separate  entity  under  the  name  of  the  surgeon 
who  has  devised  it.  It  would  thus  appear  that 
many  operations  exist  for  the  repair  of  lacerated 
perinaeums.     In  reality  the  different  operations 
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consist  in  trifling  modifications  such  as  the 
number,  the  kind,  and  the  position  of  the 
stitches  used  to  unite  the  repaired  surface  of 
mucous  membrane.  Like  other  surgeons,  I 
resorted  for  some  years  to  the  old  plan  of 
dissecting  away  the  vaginal  tissue  before 
placing  the  stitches. 

It  is  now  nearly  ten  years  since  I  have 
discarded  this  method.  At  the  best  it  rarely 
gave  a  solid  perinaeum,  failures  were  frequent, 
and  it  was  no  uncommon  thing  for  a  patient  to 
undergo  two  or  even  more  operations  before 
union  occurred. 

Perineorrhaphy  by  flap-splitting.  —  This 
method  of  dealing  with  lacerated  perinaeums  was 
devised  by  Mr.  Lawson  Tait,  and  since  I  had 
the  privilege  of  being  initiated  into  this  operation 
some  ten  years  ago  by  its  author,  I  have  com- 
pletely abandoned  the  old  unsatisfactory  opera- 
tion of  dissecting  off  the  mucous  membrane. 
The  simplicity  of  the  operation  by  flap-splitting 
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and  the  perfect  coaptation  of  the  parts  makes 
this  an  ideal  method  for  the  restoration  of  peri- 
neal ruptures.  Preparations  for  the  operation 
consist  in  having  emptied  the  lower  bowel  by  an 
enema,  and  having  seen  that  the  patient  has  not 
had  any  food  for  at  least  six  hours.  The  patient 
having  been  anaesthetised  is  placed  on  her  back 
in  the  perineal  position.  Where  it  is  impossible 
to  have  the  assistance  of  two  nurses,  each  of 
whom  holds  a  leg,  the  knees  may  be  separated 
and  kept  in  position  by  a  "  Clover's  crutch."  I 
much  prefer,  however,  the  patient  being  held 
by  two  nurses.  The  modus  operandi  is  as 
follows  : — Where  the  laceration  has  extended 
through  the  sphincter  into  the  bowel,  the  in- 
cision is  made  in  the  form  of  the  letter  "H," 
the  two  lower  branches  being  shorter  than  the 
upper  ones.  This  incision  is  made  : — (i)  By 
splitting  across  from  side  to  side  the  recto- 
vaginal septum.  This  makes  the  incision 
represented  by  the  transverse  bar  a  of  the 
letter  "  H  "  in  Fig.  2. 
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(2)  The  next  incisions  are  one  upon  either 
side  of  the  vulva  along  the  line  of  union  of  the 
vaginal  mucous  membrane  and  the  epithelial 
border  of  the  vulva.  These  incisions  are  re- 
presented in  the  diagram  by  b  and  c. 


a 


Fig.  2. 

Diagram  of  the  "H"  incision. 

(3)  The  fourth  and  fifth  incisions,  d  and  e, 
forming  the  lower  limbs  of  the  letter  "  H,"  are 
made  on  either  side  downwards  along  the  side 
of  the  arms,  pointing  slightly  outwards  from 
each  end  of  the  original. incision,  a.  The  flaps 
formed  by  the  two  lower  incisions  are  turned  in 
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and  held  until  the  first  suture  has  been  passed 
from  one  end  of  ey  along  the  border  of  the 
septum,  and  brought  out  at  the  lower  end  of  d. 
Usually  five  sutures  are  enough  to  close  the 
wound. 

By  far  the  best  way  of  fixing  the  sutures  is 
by  means  of  Aveling's  shot  and  coil,  see  fig.  7. 
This  enables  the  operator  firstly  to  put  the 
exact  amount  of  tension  on  each  suture,  and 
when  the  shot  is  cut  off  to  remove  the  suture 
leaving  the  two  ends  standing  up  out  of  the 
wound  so  that  one  may  readily  be  seized  and 
drawn  out  by  the  forceps. 

The  rapidity  with  which  the  operation  is 
done  is  another  element  in  its  favour.  Even 
when  operating  for  complete  rupture  through 
the  sphincter  the  operation  rarely  exceeds  six 
minutes.  The  shot  and  coil  sutures  of  Aveling 
give  rise  to  no  pain  or  sloughing  after  the 
operation. 

Silver  wire  seems  to  me  to  be  the  best  form 
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of  suture,  as  it  gives  rise  to  less  irritation  and 
suppuration  than  any  other.  The  bowels  are 
kept  freely  open  by  purgatives  administered  by 
the  mouth  daily  from  the  date  of  the  operation 


Fig.  3.  Fig.  4. 


until  after  the  stitches  are  removed  on  the  eighth 
day.  Figs.  3  and  4  represent  the  form  of 
scissors  and  needle  which  I  use.  It  will  be  seen 
from  the  above  description  that  by  the  method 
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of  flap-splitting  no  tissue  is  removed,  so  that  if 
union  does  not  take  place  the  patient  is  in  no 
way  the  worse,  and  the  conditions  are  as  good 
as  before  for  a  new  operation.    The  old  plan  of 
paring  away  the  mucous  membrane   of  the 
vagina  is  most  unscientific,  as  each  time  the 
operation  fails  the  patient  loses  some  vaginal 
tissue,  until  in  some  cases  I  have  seen  most  of 
the  posterior  vaginal  wall  has  disappeared.  In 
many  such  cases  I  have  been  able  to  com- 
pletely restore  the  perinaeum  by  the  flap-splitting 
method  ;   indeed,  in  some  of  them,  so  much 
tissue  had  been   removed   that   any  further 
operation  by  the  old  paring  plan  would  have 
been  impossible.    One  practical  advantage  of 
the  flap-splitting  operation  is,  that  there  is  no 
objection  to  its  being  repeated  after  each  labour 
if  the  perinaeum  is  torn.    No  tissue  having  been 
removed  the  parts  are  in  no  way  injured  or 
altered  by  successive  operations. 

Sir  Spencer  Wells  has  evinced  his  interest  in 


Fig  5. 


Shews  the  arrangement  of  the  splitting-  by  the  scissors  to 
form  the  H  incision. 
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the  operation  by  visiting  the  theatre  of  "  The 
Chelsea  Hospital  for  Women  "  on  three  separate 
occasions  on  which  I  performed  this  operation 
in  his  presence.  Sir  Spencer  Wells  gave  it  as 
his  opinion  that  the  operation  by  flap-splitting 
was  a  distinct  advance  on  the  old  method.  He 
added  that  the  manner  of  placing  the  sutures 
was  especially  advantageous. 

It  is  clear  to  me  that  those  who  have  only 
seen  the  results  of  the  old  operation,  naturally 
hesitate  to  advise  perineorrhaphy  in  cases  of 
lacerated  perinaeum,  because  they  know  that  it 
is  always  possible  that  the  patient  may  be  in  a 
worse  condition  after  the  operation  than  before. 
This  can  never  be  the  case  in  the  flap-splitting 
method.  The  following  drawings  made  by  my 
friend,  Professor  Vulliet,  of  Geneva,  after  seeing 
me  do  the  operation,  give  a  good  idea  of  the 
several  steps  in  the  operation. 

I  will  now  cite  a  few  instances  illustrative  of 
the  operation  when  undertaken  in  cases  where 
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the  perineal  body  has  been  completely  torn 
through  the  sphincter  muscle  into  the  bowel. 

Case  i.  February  24th,  1885.  R.  H.,  aet. 
20,  married  two  years,  has  had  two  children. 
The  rupture  occurred  in  the  first  confinement 
in  August,  1883,  when  she  was  delivered  by 
forceps.  Although  there  is  complete  absence 
of  the  perineal  body  the  patient  has  control  over 
the  bowel  when  the  motions  are  solid.  When 
the  bowels  are  relaxed  the  faecal  matters  escape 
uncontrolled  by  the  patient.  In  addition  to  the 
laceration  through  the  sphincter  most  of  the 
perinaeum  had  sloughed  away. 

March  12th.  The  patient  having  been  an- 
aesthetised, I  proceeded  to  repair  the  perinaeum 
in  the  manner  described  above.  The  "  H " 
incision  was  closed  by  four  silver  sutures,  and 
clamped  by  the  shot  and  coil.  On  the  18th  of 
March  the  catamenia  appeared  and  ceased  on 
the  22  nd. 

On  March  the  23rd  the  sutures  were  removed. 
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The  wound  had  healed  throughout  its  entire 
extent.  There  was  a  solid  perinaeum,  and  the 
patient  had  complete  control  of  the  bowel. 

Case  II.  January  15th,  [886.  M.  D., 
set.  25,  has  been  married  five  years,  has  borne 
three  children,  the  last  eighteen  months  ago. 
The  perinaeum  was  found  to  be  lacerated 
through  the  sphincter.  The  patient  was  unable 
to  retain  the  faecal  matters.  January  19th  I 
proceeded  to  restore  the  perinaeum  by  the  "  H  " 
incision  already  described.  Sir  Spencer  Wells, 
who  had  previously  seen  me  restore  the 
perinaeum  by  this  method,  was  present,  with 
Professor  Nicolaisen,  of  Christiania,  whom  he 
brought  with  him  to  witness  the  operation. 
The  sutures  were  removed  on  the  eighth  day 
after  the  operation.  The  wound  had  completely 
healed.  There  was  a  firm  perinaeum,  and  the 
patient  had  perfect  control  over  the  bowels. 

Case  III.  September  27th,  1886.  N.  A.  L., 
aet.   22.    Single.    Her  first  and  only  labour 
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lasted  14  hours.  The  pelvic  outlet  was  small. 
She  was  delivered  by  forceps.  Some  three 
months  ago  she  began  to  suffer  from  bearing 
down  pains,  and  burning  pains  in  her  back. 
She  had  no  control  over  the  bowels  and  was 
troubled  with  frequent  desire  to  pass  water. 
She  soon  noticed  that  something  came  down 
through  the  vulva  orifice,  and  the  several 
troubles  above  mentioned  became  gradually- 
aggravated.  On  examination  I  found  that  the 
perineal  body  was  absent,  the  laceration  having 
extended  completely  through  the  sphincter.  On 
October  8th  she  was  brought  into  the  operating 
theatre,  placed  under  an  anaesthetic,  and  the 
perinseum  restored  by  the  flap-splitting  with  the 
"  H  "  incision.  Four  silver  wire  sutures  were 
used.  On  October  17th  the  stitches  were 
removed,  and  the  perinaeum  was  found  to  have 
healed  firmly.  The  patient  had  now  complete 
control  over  the  bowels. 

Case    IV.     January  28th,   1887.     G.  B., 


Fig  7, 

Shews  the  sutures  in  situ,  and  wound  closed  up. 
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aet.  25,  has  been  married  two  years,  has  had 
one  child,  which  was  born  nine  months  ago. 
Dr.  Westland,  who  sent  her  to  me,  found  her 
complaining  of  bearing  down  pains,  and  had 
operated  on  her  for  complete  rupture  of  the 
perinseum  six  weeks  after  her  confinement,  by 
the  old  method  of  freshening  surfaces.  The 
result  was  not  successful.  On  examination  I 
discovered  a  fistulous  opening  leading  from  the 
rectum  into  the  vagina.  A  band  of  tissue  had 
united  from  side  to  side  of  the  vulvar  opening 
but  the  deep  part  of  the  perineal  body  remained 
unhealed.  On  January  31st  the  patient  was 
placed  under  ether.  I  then  cut  through  the 
band  of  tissue  just  referred  to  and  proceeded  to 
restore  the  perinaeum  by  flap-splitting  with  the 
"  H  "  incision.  Four  silver  sutures  were  used 
and  clamped  with  Aveling's  shot  and  coil.  On 
February  9th  the  stitches  were  removed,  and 
the  perinaeum  had  completely  healed. 

Case  V.    January  17th,  1887.    M.  F.,  set.  41, 
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had  been  married  nineteen  years,  and  had  borne 
five  children.  The  last  pregnancy  had  occurred 
six  and  a-half  years  ago.  Since  which  time  she 
has  been  ill  "  on  and  off."  The  patient  com- 
plained of  dragging  pain  and  a  feeling  of  heavi- 
ness in  back  and  left  side.  The  perinaeum  was 
ruptured  at  her  first  labour  eighteen  years  ago, 
but  no  operation  had  been  undertaken  to  relieve 
it.  The  control  over  the  bowels  was  only  com- 
plete during  periods  of  time  when  she  happened 
to  be  constipated,  otherwise  there  was  no 
control.  On  examination  she  was  found  to 
have  a  laceration  of  the  perinaeum  through  the 
sphincter.  On  January  28th  she  was  brought 
into  the  theatre  placed  under  ether,  and  the 
perinaeum  was  restored  by  the  "  H  "  incision, 
by  flap-splitting.  On  February  10th  the  sutures 
were  removed,  the  perinaeum  had  healed,  and 
the  patient  possessed  control  over  the  bowels. 

Case  VI.  March  18th,  1887.  J.  P.,  aet.  38, 
had  been  married  fourteen  years,  and  had  borne 
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four  children,  the  last  four  years  ago.  Had 
seen  Dr.  Grigg.  The  perinseum  was  completely 
ruptured.  On  March  17th  she  was  operated 
on  by  flap-splitting,  with  the  "  H  "  incision. 
On  March  25th  the  stitches  were  removed,  and 
the  perinaeum  was  found  to  have  completely 
healed. 

Case  VII.  February  28th,  1888.  H.  K.,  set. 
26,  had  been  married  one  year  and  a-half,  and 
had  borne  one  child.  Her  labour  occurred 
seven  weeks  previously,  and  was  an  unusually 
severe  one.  She  was  in  labour  thirty-three 
hours,  at  the  end  of  which  time  she  was 
delivered  by  forceps  of  a  still-born  child  at  full 
term.  Since  this  she  has  had  no  control  over 
the  bowels,  and  faecal  matters  were  passed 
involuntarily.  Sir  Spencer  Wells  sent  her  to 
me  for  operation  by  the  flap-splitting  method. 
On  examination  a  complete  laceration  of  the 
perinseum  was  found  extending  through  the 
sphincter,  and  for  a  distance  of  more  than  an 
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inch  up  the  posterior  wall  of  the  vagina. 
During  the  subsequent  days,  while  she  was 
awaiting  the  operation  in  the  hospital,  the 
resident  Medical  Officer  informed  me  that  the 
tear  was  so  bad  that  she  was  unable  to  retain 
her  faeces,  which  ran  away  from  her.  On 
March  5th  she  was  placed  under  ether,  and  I 
restored  the  perinaeum  by  flap-splitting  with  the 
"  H  "  incision.  Five  silver  sutures  were  placed 
and  clamped  with  Aveling's  shot  and  coil.  On 
the  14th  the  stitches  were  removed  and  the 
wound  found  to  be  perfectly  healed.  Mr.  E. 
G.  Peck,  the  resident  medical  officer,  had  an 
opportunity  of  examining  the  patient  three 
months  after  the  operation,  when  he  found  the 
perinaeum  perfectly  healed  and  solid,  and  the 
patient  possessed  of  complete  control  over  the 
sphincter. 

Case  VIII.  Mrs.  M.,  a  lady  sent  to  me  from 
India,  by  Surgeon  More-Reid.  When  I  saw 
the  patient  I  found  an  extensive  rupture  through 
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the  whole  perineal  body,  and  nearly  an  inch  up 
the  vaginal  wall.  There  was  absolutely  no 
control  over  the  bowels.  Faecal  matters  were 
continually  escaping.  On  October  9th,  1889, 
I  restored  the  perinaeum  by  the  flap-splitting 
operation  with  the  "  H  "  incision.  Five  silver 
sutures  were  used  and  clamped  with  Aveling's 
shot  and  coil.  On  October  18th  the  stitches 
were  removed,  and  there  was  found  to  be  a 
solid  perinaeum  giving  the  patient  complete 
control  over  the  bowels. 

Case  IX.  April  12th,  1890.  Mrs.  G., 
aet.  23.  This  lady  was  sent  to  me  for  operation 
by  Dr.  Harvey  Hilliard,  of  Aylesbury.  On 
examination  I  found  that  the  perinaeum  had 
been  ruptured  through  the  sphincter  ten  months 
ago.  The  perinaeum  had  been  sewn  up  at  the 
time  of  rupture,  but  had  not  healed.  A  band 
of  skin  simulating  a  perinaeum  had  resulted,  but 
the  real  perineal  body  remained  deficient.  This 
condition  is  one  which  I  have  frequently  met 
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with  in  cases  where  perinseorrhaphy  has  been 
performed  for  complete  laceration  at  the  time  of 
rupture.  It  is  one  of  the  grounds  on  which  I 
base  my  objection  to  what  is  called  the 
immediate  perineal  operation.  I  operated  on 
this  lady  by  flap-splitting  with  the  "  H  " 
incision,  having,  of  course,  previously  divided 
the  band  of  skin  resulting  from  the  first  opera- 
tion. The  wound  healed  firmly,  leaving  the 
patient  provided  with  a  solid  perineum  of  over 
an  inch  and  a-half  in  length,  and  with  complete 
control  over  the  bowels. 

It  is  unneccessary  to  cite  other  similar  cases 
of  complete  rupture  through  the  perinaeum  in 
which  I  have  operated  with  equally  good  results. 
I  may  state,  however,  that  in  over  100  cases  of 
complete  rupture  of  the  perinaeum  which  I  have 
repaired  by  the  flap-splitting  method,  no  case 
has  occurred  in  which  satisfactory  union  did 
not  result  together  with  the  formation  of  a 
sound  perinaeum. 
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The  operation  by  flap-splitting  in  cases  where 
the  tear  has  not  penetrated  into  the  bowel,  has 
now  to  be  described. 

The  operation  in  cases  of  incomplete  rupture  is 
essentially  the  same  as  that  for  complete  rupture, 
mimis  the  two  lower  branches  of  the  letter  "  H." 
This  will  be  seen  at  a  glance  by  comparing  fig.  I 
with  fig.  8,  after  Pozzi.  The  sutures  are  placed 
in  the  same  way  as  in  the  operation  for  complete 
rupture,  through  the  perinaeum,  that  is  to  say, 
the  needle  enters  just  inside  the  skin  on  one 
side  of  the  wound,  and  is  brought  out  just  inside 
the  skin  on  the  opposite  side  of  the  wound. 
Silver  wire  sutures  are  used  and  clamped  with 
Aveling's  shot  and  coil,  as  in  the  operation  for 
complete  rupture.  The  operation  for  incom- 
plete rupture  has  been  greatly  neglected.  It 
has  been  the  common  practice  of  many  practi- 
tioners to  regard  an  incomplete  rupture  as  of 
no  importance,  and  so  cases  have  been  left  to 
go  on  where  the  symptoms  in  the  first  instance 
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were  not  urgent,  because  the  patient  had  con- 
trol over  the  bowel,  until  cystocele,  rectocele, 
and  prolapse  or  displacement  of  the  uterus 
finally  resulted.  In  most  cases  the  above  con- 
sequences are  inevitable  where  a  deficient 
perineum  is  present.  No  doubt  the  reason 
which  must  have  influenced  surgeons  in  resort- 
ing only  to  perinseorraphy  in  cases  of  complete 
rupture,  was  the  fact  that  so  many  of  the 
operations  when  done  were  failures.  This 
objection,  however,  no  longer  exists  now  that 
that  the  operation  can  be  done  quickly,  safely 
and  success fully  by  the  flap-splitting  method. 

Dr.  K.  O.  Werder,  of  Pittsburg,  has  recently 
contributed  a  valuable  paper  on  flap-splitting 
and  perineorrhaphy,  in  the  Transactions  of  the 
American  Association  of  Obstetricians  and 
Gynecologists,  for  the  year  1889,  in  which  he 
states  that  his  experience  of  this  operation  has 
been  extremely  satisfactory,  though  limited  to 
eight  cases. 
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He  also  quotes  Munde,  who  has  already- 
operated  seventeen  times — eight  complete  and 
nine  incomplete  ruptures,  with  complete  cure  in 
each  case  except  one,  which  died  from  septi- 
caemia. Dr.  Werder  says: — "There  is  cer- 
tainly no  operation  that  can  compare  with  this 
in  simplicity,  celerity  of  performance,  and  uni- 
form success.  For  complete  rupture  I  regard 
it  as  the  ideal  method,  which,  in  my  opinion,  is 
destined  to  supersede  rapidly  the  old  triangular 
operations  which  so  often  fail.  In  this  opera- 
tion the  success  does  not  depend,  as  in  the 
triangular  methods,  on  the  behaviour  of  the 
sutured  vaginal  and  rectal  mucous  membrane, 
but,  to  use  Sanger's  words,  '  on  the  rapid, 
certain,  and  firm  cicatrization  of  the  perineal 
skin.' " 

The  occurrence  of  recto-vaginal  fistula,  so 
common  after  the  older  methods,  seems  im- 
possible after  this  operation.  Should  primary 
union  of  the  perineal  wound  fail  to  take  place 
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at  certain  points,  this  will  not  mar  the  success 
of  the  operation,  as  especially  when  the  pos- 
terior vaginal  commissure  and  the  sphincter  ani 
muscles  have  united,  secondary  union  will 
always  take  place.  Even  total  failure  would 
at  least  not  increase  the  trouble,  as  no  tissue 
has  been  removed,  and  the  parts  simply  remain 
in  statu  quo.  The  indication  for  operation  in 
cases  of  incomplete  rupture  are  frequently  over- 
looked. The  clinical  history  of  many  of  them 
is  as  follows  : — The  patient  complains  of  a 
sense  of  a  bearing  down,  difficulty  in  walking 
and  standing,  frequently  accompanied  by  pain 
on  sitting  down.  On  examination,  in  some 
cases,  the  perinseum  appears  to  be  sufficient, 
but  on  opening  the  vulva  a  cicatrix  will  be  seen 
binding  down  the  posterior  wall  to  the  rectum. 
This  cicatrix  is  generally  the  cause  of  much 
pain. 

In  the  operation  for  incomplete  rupture  the 
scissors  are  passed  under  the  cicatrix,  so  as  to 
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raise  it  and  set  it  free.  In  a  second  class  of 
case  there  may  be  no  cicatrix,  but  as  a  result  of 
the  absence  of  the  greater  part  of  the  perinaeum 
there  may  be  prolapse  of  the  anterior  and  pos- 
terior vaginal  walls  and  of  the  uterus.  In  my 
opinion  the  perinaeum,  when  deficient,  should 
always  be  restored,  because  sooner  or  later 
rectocele,  cystocele,  and  prolapse  of  the  womb 
must  occur.  As  regards  the  selection  of  the 
time  for  the  operation,  I  think  it  is  better  to 
wait  four  or  five  weeks  after  the  rupture.  By 
this  time  some  union  will  have  taken  place 
from  the  bottom  of  the  wound.  I  do  not 
believe  it  a  scientific  proceeding  to  operate  at 
the  time  of  rupture.  I  have  often  seen  a  super- 
ficial thin  band  of  tissue  resulting  from  this  and 
masking  the  original  rent  through  the  sphincter. 

It  is  useless  to  employ  pessaries  in  cases  of 
deficient  perinaeum.    A  pessary  can  only  sup- 
port the  uterus  if,  in  its  turn,  it  is  supported 
by  the  vagina,  and  especially  by  the  perina^c^Q^s. 
which  is  the  key-stone  to  the  pelvic  flooySr 
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